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G 000 INITIAL COMMENTS G 000

 This was a federal home health complaint 

investigation.

Complaint 00161470 - Substantiated: No 

deficiencies related to the allegation are cited. 

Complaint 00153630- Unsubstantiated: Lack of 

sufficient evidence. 

Survey dates: January 21-28, 2014

Facility number:  002640

Medicaid Number: 200305630

Surveyor:  Michelle Weiss RN MSN

                  Public Health Nurse Surveyor

Census Unduplicated last 12 months: 43

                                Skilled patients: 17

Quality Review: Joyce Elder, MSN,  BSN, RN

February 18, 2015
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